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Chapter III
Surgery: Integumentary System
CPT Codes 10000 - 19999

A. | nt roducti on

CPT codi ng of the integunentary systemincludes coding narrative
for services perfornmed by a nunber of specialties. Wile the
coding systemis oriented toward dermatol ogi cal procedures, the
dermat ol ogi cal aspects of the practice of plastic surgery are
covered as are the dermatol ogic elenents (particularly closure,
tissue transfer, grafts, adjacent and distant flaps) of multiple
surgi cal procedures, especially radical or mutilative surgica
procedures. Integunentary procedures are also often perfornmed in
staged fashions due to the sophistication of services rendered.

CGeneral ly, integunmentary procedures include incision, biopsy,
renmoval , paring/curettenment, shaving, destruction (nultiple

nmet hodol ogi es), excision, repair, adjacent tissue rearrangenent,
grafts, flaps, and specialized services such as burn managenent
and Mohs' M crographi c Surgery.

When a colum 1 code describes other colum 2 codes, all of which
were perforned, the colum 1 code should be used rather than
listing the individual colum 2 codes. Additionally, because of

t he techni cal advances and changes in technol ogy, standard

medi cal practice should be as accurately reflected in CPT coding
as possible. The CPT code should reflect what transpires in a
standard surgical setting. Necessary services performed in order
to acconplish a nore conprehensive service are included in the
CPT code describing the nore conpl ex service.

B. Eval uation and Managenent

Eval uati on and Managenent (E & M of integunentary di sorders may
represent a separately identifiable service, serve as a prelude
to a decision to performa service, or be perforned in foll ow up
of previously perforned procedures. Policies referable to the
appropri ateness of reporting eval uati on and nmanagenent codes in
conjunction with surgical procedures are well established in the
standard CM5 3 obal Surgery Policy. In essence, if the

eval uati on and managenent service provided is for the purpose of
deciding that a major surgical procedure is to be perfornmed, this
service is a significant, separately identifiable service and may
be reported separately, by attaching nodifier -57 to the
appropriate |l evel of evaluation and managenent service code.

Surgi cal procedures have a "gl obal period" follow ng surgery
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(generally 0, 10 or 90 days); during this time E & M services
provided in followup to the surgical procedure have been
calculated into the relative value units for the surgery and are
not to be separately reported. On the occasion when a separate
condition is evaluated and a significant, separately identifiable
service for a different problemis provided postoperatively, a
separate E & M code may be reported and indicated with the -24
nodi fier.

Sur gi cal dressings, supplies, and | ocal anesthetics used for a
procedure are not to be separately reported as routine. There
are sonme exceptions to this policy (e.g. surgical tray used for
sone office procedures). Wund cl osures using adhesive strips,
topi cal skin adhesive, or tape alone do not represent a
separately identifiable surgical procedure and are, therefore,
included in the appropriate E & M servi ce.

C. Anesthesia

Anest hesi a for dermatol ogi ¢ procedures, when provided by the
physi ci an perform ng the procedure, is considered part of the
procedure. This would include local infiltration, regional block,
sedation, etc. perforned by the physician doing the procedure.
Local anesthesia or |ocal anesthesia with sedation is often
acconpl i shed by the physician providing the primary services.
Ceneral anesthesia or nonitored anesthesia care may be required
for nore extensive dermatol ogi c procedures (extensive
debridenent, flaps, grafts, etc.). In these cases, if anesthesia
services are perfornmed by another provider, the different
physician may bill separately for his/her services. Billing for
"anest hesi a" services rendered by a nurse or other office
personnel (unless the nurse is an independent certified nurse
anesthetist, CRNA, etc.) is inappropriate as these services are
‘i nci dent to” the physician’s services.

Use of injection codes for therapeutic injection or aspiration of
| esions is inappropriate if the injection is adm nistered for

| ocal anesthesia for a specific procedure. CPT codes such as
10160 (puncture aspiration), 20500-20501 (injection of sinus),
20550 (injection(s)of tendon sheath, |iganent, etc.), 20600-20610
(arthrocentesis) are not to be reported separately if they are
used to reflect |local anesthetic techni ques for another

procedure.

In the postoperative state, patients treated with epidural or
subar achnoi d conti nuous drug adm nistration will require daily
hospi tal adjustnent/nmanagenent of the catheter, dosage, etc. (CPT
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code 01996). This service may be coded by the anesthesi ol ogi st
for paynment. The managenent of postoperative pain by the
surgeon, including epidural or subarachnoid drug adm nistration,
is included in the global period associated with the operative
procedure. |If no surgery is performed but a catheter is placed
for pain control (e.g. burn injury not requiring surgery), CPT
code 01996 (daily hospital nanagenent of epidural or subarachnoid
continuous drug adm nistration) is appropriately reported by the
managi ng physi ci an.

D. Incision and Drai nage

I nci sion and drai nage services, as related to the integunentary
system generally involve cutaneous or subcutaneous drai nage of
cysts, pustules, infections, hematomas, seromas or fluid
collections. 1In cases where, in the course of an excision of a
| esion, an area of involvenent is identified which requires
drai nage, either as a part of the procedure or in order to gain
access to the area of interest, coding/billing for incision and
drai nage of this fluid collection would be inappropriate if the
exci sion or other procedure is performed in the same session.

Exanple: A patient who presents with a pilonidal cyst may
require sinple incision/drainage or may require an extensive
excision. In the former case, the appropriate CPT coding is 10080
(or 10081 if conplicated). If the pilonidal cyst is excised,
while it is obvious that drainage fromthe cyst will occur in the
course of its excision, the appropriate coding is CPT code 11770
(or 11771 or 11772, depending on the conplexity), not CPT codes
10080 and 11770. If it is evident that an extensive cellulitis
is present around the cyst preventing the conplete procedure from
bei ng acconplished, it may be reasonable to bill for CPT code
10080, then, after perhaps a week of antibiotic therapy, conplete
t he procedure using 11770-78 (Return to the operating roomfor a
rel ated procedure during the postoperative period.) The nature
of the treatnent should be driven by nedical decision naking
rat her than by codi ng conventi ons.

1. Procedure codes such as incision and drai nage of hemat onas
(e.g. CPT Code 10140) are not to be reported if reported during
t he sane session or at the sane site as an excision, repair,
destruction, renoval, etc.

2. Codes describing services necessary to address
conplications, such as CPT code 10180 (incision and drai nage,
conpl ex, postoperative wound infection) should not be submtted
for services rendered at the sanme surgical session that resulted
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in the conplication. |If performed in conjunction wth the
primary procedure, it would be included in the primary, colum 1,
procedure. For exanple, if a patient has undergone a thoracotony
and a necrotizing pneunonia with enpyena devel ops, it may be
necessary to performa | obectony through the previous incision.
The reason for the surgery is to performthe | obectony; therefore
t he | obectony code should be reported. Since the drainage of the
enpyenma i s necessary to acconplish the |obectony, it would be

i nappropriate to bill for CPT code 10180 (incision and drainage).
On the other hand, if the patient would only require drai nage of
a thoracotony wound infection (wthout |obectony) and it is
determ ned to be nedically necessary to place a gastrostony tube
at the same tine, the CPT code 10180 could be reported with the
appropriate gastrostony tube placenent code.

E. Lesion Renoval
For a given lesion, only one type of renmpoval is reported, whether

it is destruction (e.g. laser, freezing), debridenment, paring,
curettenment, shaving or excision. CPT definition describes the

nature of each of these forms of renoval. CPT definition also
defines the lesions (specifically full thickness excision) by
| esion diameter. In the case where an initial attenpt using a

| ess invasive procedure is followed by a nore invasive |esion
removal , the nore conpl ex procedure used woul d be appropriately
reported, but not both procedures. Additionally, multiple codes
descri bing destruction of a lesion are not to be reported for a
given lesion; if multiple distinct |esions are renoved using

di fferent methods, an anatom c nodifier or the -59 nodifier would
be used to indicate a different site, a different nmethod or a
different lesion. The distinct |ocation of the |esions should be
reflected in the medical record.

A |l esion biopsy represents a partial renoval of a lesion and is
frequently perforned as a part of a | esion excision in order, for
exanple, to procure a pathol ogi cal specinmen. Cenerally, a part
of, or the entire lesion is submtted for biopsy. Wen a biopsy
is perforned as part of a lesion renoval, it is part of the
overall procedure and is not to be considered as a separate

pr ocedure.

If a biopsy is performed on a separate date at a separate
session, and subsequently a definitive procedure is perforned,
t he bi opsy code may be reported, followed by a separate renoval
code, indicating the different dates of service.
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Ti ssues renoved are often submtted for surgical pathol ogica

eval uation; in sonme cases, physicians qualified in

der mat opat hol ogy may perform these eval uations. These codes
general ly include CPT codes 88300-88309 (surgical pathol ogy).
Addi tionally, when the physician is asked to review slides
obt ai ned from anot her physician's excision, and subsequently
perforns additional renoval/biopsy, a separate code for review of
outside slides is not reported, i.e. CPT code 88321, in addition
to an eval uati on and nmanagenent service. The decision to perform
surgery is generally based on an eval uati on and managenent
servi ce which includes review of prior records including tissues,
slides, etc.) The dermatopathol ogy eval uati on nust be nedically
necessary and reasonable. When |esions of |ike nature (e.qg.
mul ti pl e seborrhei c keratoses) are encountered, renoval of
multiple lesions is frequently acconplished at the sane operative
session. If it is determned to be nedically necessary to
separately submt the |esions for pathol ogic eval uation,
docunentation of the precise |ocation of each separately

subm tted | esion nust be present. |If nultiple |esion specinens
are submtted as a collective group without docunentation

speci fying locations sufficient to differentiate the source of
each speci nen, then the surgical pathol ogy code shoul d be

subm tted as one specinmen (one unit of service) even if the

speci mens were subsequently separ at ed.

Lesions or margi ns obtained during Mohs' M crographic Surgery
shoul d not be coded under the surgical pathology codes. The
definition of Mohs' M crographic Surgery includes the services
defined by the surgical pathol ogy codes (CPT codes 88300-88309)
and exci sion codes (CPT codes 11600-11646 and 17260-17286) .
These procedure codes are part of the Mohs' M crographic Surgery
CPT codes (17304-17310). Billing separately for one of the above
pat hol ogy and/ or one of the excision codes is inappropriate. It
is recogni zed that a Mohs' surgeon may find it necessary to
obtain a diagnostic biopsy in order to make the decision to
perform surgery. Wen a diagnostic biopsy is necessary, it may
be reported separately. The -58 nodifier may be utilized to

i ndi cate that the diagnostic biopsy and Mohs’ M crographic
Surgery are staged or planned procedures.

Lesi on renoval, by whatever nmethod (usually excisional), may
require sinple, internediate, or conplex closure and, in unusual
circunstances, tissue transfer procedures. Wen the |esion
removal requires only bandaging, strip closure or sinple closure
(see CPT definition of sinple closure), this is included in the
| esion excision and is not to be reported separately.
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Accordingly, CPT codes 12001-12021 (sinple repairs) are
considered part of the |esion renoval codes. |nternediate and
conpl ex cl osures, when nedically necessary, may be coded
separately. In the case of Mohs' M crographic Surgery (CPT codes
17304-17310) all necessary repairs may be coded.

In the course of destruction, excision, incision, renoval,

repair, or closure, debridenment of non-viable tissue surrounding
a lesion, injury or incision is often necessary to acconplish the
primary service. The debridenent codes (CPT codes 11000-11042)
are not to be reported separately, as this service i s necessary
as a part of the total procedure according to standard nedi cal
practi ce.

CPT codes describing intral esi onal chenot herapy (CPT Codes 96405,
96406) refer to injection of chenotherapeutic agents into one or
multiple Iesions. CPT codes 11900 and 11901 descri be non-
specific intralesional injection(s) into one or nore | esions.
Wil e one or the other code may be appropriate for a given
service, both lesion injection codes are not to be reported

toget her (unless separate |lesions are injected with different
agents, in which case the -59 nodifier should be attached to the
intral esional injection code). The CPT codes 11900, 11901
(injection, intralesional) are not to be used for |ocal
anesthetic injection in anticipation of chenotherapy or any other
definitive service perforned on a | esion or group of |esions.
Local anesthesia is considered a part of the definitive
procedure. These intralesional CPT injection codes (96405,
96406, 11900 and 11901) are included in the followng |ist of CPT
codes if the injection represents |ocal anesthesi a:

11200 - 11201 (Renoval of skin tags)

11300 - 11313 (Shaving of |esions)

11400 - 11471 (Excision of |esions)

11600 - 11646 (Excision of |esions)

12001 - 12018 (Repair - sinple)

12020 - 12021 (Treatnent of wound dehi scence)

12031 - 12057 (Repair - internedi ate)

13100 — 13160 (Repair - conpl ex)

11719 - 11762 (Trimm ng, debridenent and excision of

nail s)
11770 - 11772 (Excision of pilonidal cysts)
11765 (Wedge exci si on)
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F. Repair and Tissue Transfer

When | esional excision is of such an extent that closure cannot
be acconplished by sinple, internediate, or conplex closure,

ot her net hodol ogy nust be enployed. Frequently adjacent tissue
transfer or tissue rearrangenent is enployed (Z-plasty, Wplasty,
flaps, etc.). This famly of codes, (CPT codes 14000-14350),

i nvol ves excision with adjacent tissue transfer and correlates to
exci sion codes. Excision CPT codes (11400-11646) and repair CPT
codes (12001 — 13160) are not to be separately reported when CPT
codes 14000- 14350 are reported. On the other hand, skin grafting
performed in conjunction with these codes may be separately
reported if it is not included in the specific code definition.
In the case of closure of traumatic wounds, these codes are
appropriate only when the closure requires the surgeon to devel op
a specific adjacent tissue transfer; |acerations that
coincidentally are approximated using a tissue transfer techni que
(e.g. Z-plasty, Wplasty) should be reported with the nore sinple
cl osure code. Debridenent necessary to acconplish these tissue
transfer procedures is part of the colum 1 procedure perforned.
Separate debridenent CPT codes (11000-11042) or repair CPT codes
(12001-13160) woul d be inappropriately reported with these CPT
codes (14000-14350) for the sane lesion/injury. Procurenent of
cultures or tissue sanples as a part of a closure are included in
the cl osure code and are not to be separately reported.

G Gafts and Fl aps

Free skin grafts are coded by type (split or full), location, and
size. For a specific location, a primary code is defined and
foll owed by a supplenental code for additional coverage area. As
a result of this coding scheme, for a given area of invol venent,
the initial code is limted to one unit of service; the

suppl emrental code may have nultiple units of service dependi ng on
the area to be covered. Because, for a specific area, only one
type of skin graft is typically applied, the primary free skin
graft CPT codes (15100, 15120, 15200, 15220, 15240, 15260) are
mutual Iy exclusive to one another. |If multiple areas require
different grafts, a nodifier indicating different sites should be
used (anatom c or -59 nodifier).

General ly, debridenent of non-intact skin (CPT codes 11000-11042)
in anticipation of a skin graft is necessary prior to application
of the skin graft and is included in the skin graft (CPT codes
15050- 15400) . Wien skin is intact, however, and the graft is
bei ng performed after excisional preparation of intact skin, the
CPT code 15000 (Excisional preparation) is separately reported.
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CPT code 15000 is not to be used to descri be debridenent of non-
intact, necrotic or infected skin, nor is its use indicated with
ot her | esion renoval codes.

1. CPT codes 15350 (application of allograft) and 15400
(application of xenograft) are part of all other graft codes and
are not to be separately reported with other grafts (CPT codes
15050 - 15261) for graft placenent on the sane site.

2. The CPT code 67911 describes the "Correction of lid
retraction;" a parenthetical notation is added advising that, if
aut ogenous graft materials are used, tissue graft codes 20920,
20922 or 20926 can be reported. Accordingly, all other
procedures necessary to acconplish the service are included.

3. Flap grafts (CPT codes 15570-15576) i nclude exci sion of
| esions at the sanme site (CPT codes 11400-11646).

H  Breast (Ilncision, Excision, Introduction, Repair and
Reconstructi on)

Because of the unique nature of procedures devel oped to address
breast disease, a section of CPT (19000-19499) is set aside for
such servi ces.

Fi ne needl e aspiration biopsies, core biopsies, open incisional
or excisional biopsies, and rel ated procedures perfornmed to
procure tissue froma lesion for which an established diagnosis
exi sts are not to be reported separately at the tinme of a | esion
exci sion unless performed on a different |esion or on the
contral ateral breast. However, if a diagnosis is not
establ i shed, and the decision to performthe excision or

mast ectony i s dependent on the results of the biopsy, then the
bi opsy is separately reported. The -58 nodifier may be used
appropriately to indicate that the biopsy and the excision or
nmast ect ony are staged or planned procedures.

Because excision of |esions occur in the course of performng a
mast ect oy, breast excisions are not separately reported froma
mast ect ony unl ess perfornmed to establish the malignant diagnosis
before proceeding to the mastectony. Specifically CPT codes
19110- 19126 (breast excision) are in general included in al

mast ect ony CPT codes 19140- 19240 of the sane side. However, if
the excision is performed to obtain tissue to determ ne
pat hol ogi ¢ di agnosi s of malignancy prior to proceeding t

0 a
mast ectony, the excision is separately reportable with the
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mast ectony. The -58 nodifier should be utilized in this
situation.

Use of other integunmentary codes for incision and closure are
included in the codes describing various breast excision or

mast ect ony codes. Because of the frequent need to biopsy |ynph
nodes or renove nuscle tissue in conjunction with nmastectom es,
t hese procedures have been included in the CPT coding for

mast ectony. It would be inappropriate to separately bill for

i psilateral |ynph node dissection in conjunction with the
appropriate mastectony codes. In the circunstance where a breast
lesion is identified and treated and it is determned to be

medi cal |y necessary to biopsy the contral ateral nodes, use of the
bi opsy or | ynph node di ssection codes (using the appropriate
anatom c nodifier, -LT or -RT for left or right, to indicate
this) would be acceptable. Additionally, breast reconstruction
codes that include the insertion of a prosthetic inplant are not
to be reported with CPT codes that describe the insertion of a
breast prosthesis only.

The CPT coding for breast procedures generally refers to
uni | ateral procedures; when perforned bilaterally, the -50
nodi fier would be appropriate. This is identified
parenthetically, where appropriate, in the CPT narrative.

| . Add- on Codes

There are a nunber of suppl enental CPT codes defined in the CPT
Manual . The following is a listing of supplenental codes present
in the integunmentary section of the CPT Manual. Although, not
all-inclusive, the supplenental code nust be used in conbination
with the primary CPT code or the supplenental code cannot be
report ed.

Primary CPT code Add- on CPT code

11000 (Debridenent up to 10% 11001 (Each additional 10%

11200 (Renoval of skin tags, 11201 (Each additional 10
up to and incl uding | esi ons)
15 | esi ons)

11730 (Avul sion of nail plate) 11732 (Each additi onal

nail plate)

15100 (Split Gaft, 15101 (Each additi onal
100 sqgq.cm or |ess) 100 sq.cm)

15240 (Full Thickness G aft 15241 (Each additi onal
20 sqg.cmor |ess) 20 sg.cm )
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J. Ceneral Policy Statenents

1. Repai r/cl osure of a surgical incision, CPT codes 12001-
12018, is not separately reported from other surgical procedures.
The closure is an intricate part of the surgical procedure
performed. As noted previously, sinple closure of dernmatol ogic
excisions is included in the dermatol ogi c procedure.

2. CPT codes 15851 - 15852 refer to suture renoval and
dressi ng change under anesthesia. These codes are not to be
reported when a patient requires a general anesthesia for a
rel ated procedure (e.g. a return to the operating room for
conplications where an incision is reopened necessitating renoval
of sutures and redressing). Additionally, these codes,
particularly CPT code 15852, are not to be reported with a
primary procedure perfornmed under general anesthesi a.

3. Medi care Gd obal Surgery Rul es prevent separate paynent
for postoperative pain nanagenment when provi ded by the physician
perform ng an operative procedure. CPT codes 36000, 36410,
37202, 62318-62319, 64415-64417, 64450, 64470, 64475 and 90780
describe services that may be utilized for postoperative pain
management. The services described by these codes nay be
reported only if performed for purposes unrelated to the
post operative pai n managenent.

4. Medi care Anest hesia Rul es prevent separate paynent for
anest hesi a when provi ded by the physician perform ng a nmedical or
surgical service. The physician should not report CPT codes
00100-01999. Additionally, the physician should not unbundle the
anest hesi a procedure and report conponent codes individually.

For exanple, introduction of a needle or intracatheter into a
vein (CPT code 36000), venipuncture (CPT code 36410), or

i ntravenous infusion (CPT code 90780) should not be reported when
these services are related to the delivery of an anesthetic
agent .
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